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ABSTRACT OF THE RESEARCH PROJECT
Parental Influences in Child Obesity
by
Janel Lynn Calinisan
Doctor of Psychology, Graduate Program in Psychology
Loma Linda University, December 2008
Dr. Kiti Freier Randall, Chairperson
One of the greatest concerns in American society is peoples’ health. In the past several
years there has been an overwhelming increase in obesity in Americans. This concern
relates not only to adults, but also to children, as more are found to be overweight. Many
factors have been suggested as to why more children are becoming obese, including
parenting, demographics, physical activity, nutrition, and biological factors. Studies have
shown that parental influence or involvement can be related to child obesity such that
neglected children were more likely to be obese in adolescence and sustain it through
adulthood. In order to further explore the role of parenting, this study examined potential
relationships of child obesity and parental influence. This study examined the parental
influences on children in the Loma Linda University Department of Pediatrics Growing
Fit Program, a pediatric obesity clinic which offers a multi-disciplinary approach to
ameliorating child obesity.
This study assessed parental involvement in their child’s diet and activity. This was
examined within the context of change of their child’s body mass index (BMI) during the
program. It also examined parent’s perceptions of their child’s weight as a problem and
how this relates to the parents’ readiness for change in working to improve their child’s
health.
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Results of the study suggested that there was no significant correlation between
general parental involvement and the change in children’s body mass index. A majority
of children were able to decrease their BMI throughout the program however, and parents
who attended more sessions were more likely to have greater involvement. Analyses also
showed that parent’s perceptions of their child’s weight as being a problem was not
correlated to parents’ readiness for change. Therefore, although parents may have felt that
their child’s weight was a problem, they were not necessarily ready to change or make
improvements for their child’s health. However, parental readiness for change was
correlated with how they perceived their child’s readiness for change indicating that
further examination of these constructs is important in the battle of the pediatric obesity
epidemic.
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CHAPTER ONE
Introduction
The increase in prevalence of child obesity has resulted in a heightened concern for
children’s health. Over the past few decades, the children in America have been over
exposed to foods and portions that go beyond the recommended daily intake. They have
also been enticed with rewards at fast food restaurants such as toys that they receive if
they purchase a value meal rather than just one item. In addition, children of American
culture have also been enticed to the world of animated technology with numerous video
consoles with an endless selection of games and computers that also have a variety of
programs with access to the Internet promoting a sedentary lifestyle. Although many
children may still participate in extracurricular physical activities such as sports, it is also
not uncommon for many children to stay indoors due to safety issues, lack of supervision,
or lack of resources to participate in such activities. Thus, many American children have
befriended an epicurious and inactive lifestyle. The implications of such a lifestyle can
lead to detrimental effects on the child’s trajectory. In the long-term there is often obesity
in adulthood and a decrease in adult quality of life as well as increased medical costs, due
to the possible diseases and health complications that are attributed to obesity (Christoffel
& Ariza, 1998). Detrimental effects of psychological and social functioning are also a
frequent consequence of childhood obesity.
Obesity
The Center for Disease Control (CDC) continues to provide statistics on the growing
prevalence of overweightness and obesity in the United States. According to the National
Health and Nutrition Examination Surveys (NHANES) taken by the CDC, there
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has been a substantial increase of obese and overweight adults in the 1988-94 and 19992002 surveys. Sixty-five percent of adults age 20-74 years were found to be obese in the
1999-2002 surveys. Of that 65%, thirty-one percent were obese. Not only has there been
an increase in obesity and overweight in adults, but the CDC also provides information
on the growing trend in children ages 6-11 years and adolescents ages 12-19 years.
Findings by the CDC showed a 16% increase of overweight children and adolescents in
the 1999-2002 survey over the 1976-80 survey. Schwartz and Puhl (2003), reported that
the prevalence of child obesity of children between the ages of 6 to 17 years is estimated
at 11% and an additional 14% of overweight children. Obesity in this context are those
with a body mass index (BMI) greater than the 95th percentile of the reference population.
Those that are overweight have a BMI between the 85th and 95th percentile of the
reference population. This is a dramatic increase in prevalence in comparison to the
prevalence in 1963-70 in which only 4 to 4.5% of children (6 to 17 years) were found
overweight (Schwartz and Puhl, 2003). The prevalence of obesity or overweight
individuals however, also varied by race, ethnicity, as well as gender for adult individuals
(National Center for Health Statistics, 2005).
People who are overweight or obese are found to have higher rates of health risks.
These risks include, but are not limited to, type 2 diabetes, hypertension, heart disease,
stroke, gall bladder disease, osteoarthritis, certain cancers, and respiratory problems
(Nation’s Health, 1998). Importantly, many severely obese children are now also
suffering from what was once considered adult medical obesity problems such as diabetes
and high blood pressure (Abraham & Llewellyn-Jones, 2001).
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Childhood Obesity
As noted above childhood obesity is a growing threat to American children’s health.
Pediatric obesity is now considered a pandemic and is a concern beyond the United States
and in the youngest age groups. Further, pediatric obesity is becoming a more global
concern and in the UK they have found that British children also have increased rates of
obesity. Bundred, Kitchner, and Buchan (2001) performed a prospective study in the UK
aimed to identify overweight and obese tendencies in children ages 1-3 months and 2.94.0 years old over a 9 year period (1989 to 1998). The authors found that there was a
significantly large increasing trend in overweight and obese children. Further, while the
mean weight and body mass did have an increasing trend within the nine-year span, the
mean height did not have an increasing trend. Infants (1-3 months), however, did not
have as great an increase in obesity and overweight as did the children (2.9-4.0) years.
Importantly, this indicates less weight gain between infancy and preschool suggesting
that preventative measures must be made during this age period to reduce weight gain
later and work towards a healthier childhood and ultimately a healthier adulthood as well.
Klesges and Klesges (1995) also conducted a study on weight gain in 146
preschoolers in Tennessee who were 3-5 years of age. Their study assessed the factors
that predicted weight gain, such as dietary intake, family history, demographics, and
physical activity. The children who participated in the study were all living with their
biological parents who were also married. Children were excluded if they had any
physical conditions or handicaps that would attribute to obesity or being overweight, the
parents could not have any cardiovascular disease, and the family had to stay in the area
for the year. The results of their study showed that dietary intake, family history for
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overweight, and physical activity, were all related to weight gain. Dietary intake and
physical activity had a slightly greater influence to weight gain than family history of
overweight. Thus this study also suggests that although the children were quite young,
the encouragement of a healthy dietary intake and encouragement of physical activity
may decrease the risk for significant weight gain.
As noted above clinical indicators and research studies are now underscoring that with
pediatric obesity comes many health concerns. Importantly this can also include
psychological concerns. Further, even more health concerns can result from some of the
ways individuals try to lose or control their weight. For example, teenage girls especially
have the tendency to use unhealthy weight control methods including fasting, diet pills or
drinks, vomiting, smoking, or laxative use. (Dwyer, 2002). Thus it is important that
factors including those representing the etiology, maintenance and treatment of pediatric
obesity all be addressed in order to prevent and intervene with this epidemic.
From Child Obesity to Adult Obesity
One of the most important concerns if preventative measures are not taken while
children are still young is that it is most likely that obese children continue their obesity
into adulthood. As mentioned above, obesity in childhood has many implications for the
future, relating to both physical and mental health.
A study by Mills and Adrianopoulos (1993) provides a valuable perspective of the
implications of childhood obesity into adulthood. This study revealed that the obese
adults, who had a childhood onset of obesity, had a greater degree of psychological
distress and symptomology as well as a higher frequency of psychiatric symptoms than
those who became obese as adults. In addition, these individuals had more excess weight
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versus those obese individuals whose onset was in adulthood. This study underscores that
one of the concomitants of childhood obesity is future difficulty in adulthood.
Mills (1995), in a later study, also found that the earlier age of onset of childhood
obesity, the greater the frequency of psychotic symptoms, as well as higher levels of
stress, in comparison to those with later onset of obesity. In addition. Mills’ study
suggests that these obese individuals had experienced greater interpersonal sensitivity
reflecting self-esteem issues, body image concerns, and conflicts of social acceptance and
inclusion that all bring about depression, withdrawal, and isolation from social
interactions. Moreover, it was reported that obese individuals would be more prone to
these maladjustment issues than those who are not obese.
Further implications of childhood obesity impact in adulthood were assessed in a
cohort study by Wright, Parker, Lament, and Craft (2001). The purpose of the study was
to establish the health risks involved in adulthood and the probability of obese children
becoming obese adults. In addition this study also intended to establish whether the
increased health risks were from childhood obesity or adult obesity. There were initially
1142 children from a 1947 cohort in Newcastle, England. Of this original number of
participants, 932 were followed for a year. At age 9, 688 participants were measured.
Four years later 628 participants were measured. Two thirds of the participants were
followed until 15 years of age. By the age of 18, forty-seven participants had died. In
1996-1998, 412 of the now 50 year-old participants were present for data gathering.
Results showed that participants who were classified as being in a lower social class as
children, tended to be thinner. However, there was no significant association of social
class for adult obesity. The greatest growth was during puberty and adulthood. By the age
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of 50, 17% of both men and women were obese with a body mass index over 30.
However, a large percentage of the participants were still overweight with a body mass
index greater than 24. This was made up of 60% percent males and 41% percent females.
Overall, the study found that overweight teenagers were more likely to become
overweight adults. In addition, even children who were found to be thin in childhood and
adolescence were still not protected from being overweight or obese in adulthood.
Similarly, Vanhala and Vanhala (1998) examined the relation between obesity from
childhood to adulthood and the metabolic syndrome. The metabolic syndrome is a
clustering of cardiovascular risk factors that are related to insulin resistance. These
include hypertension, low concentration of high density lipoprotein cholesterol, and
abnormal glucose metabolism. A population based study was used to collect data from
1008 participants. Only 712 actually participated in the study and 439 were traced at age
seven for height and weight. Data was collected to assess the prevalence and risk of
metabolic syndrome. The results indicated that half of the obese children in the study
became obese adults with a high risk of metabolic syndrome. There was less risk for
obese adults who were not obese children. These results suggest that obesity in childhood
can be more harmful than the onset of obesity in adulthood. Vanhala and Vanhala (1998)
further explain that prolonged obesity as from childhood to adulthood creates a
“generator” for prolonged insulin resistance, which thus promotes metabolic syndrome. It
is therefore important to initiate interventions as early as possible to reduce the risks of
adult obesity and severe cardiovascular problems.
A study by Wright, Parker, Lament & Craft (2001) found that most overweight adults
were overweight as teenagers but not as children. However, children who were initially
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thinner were still susceptible to becoming overweight or obese as adults. It is important to
note that children who were obese at the age of 13 were more likely to continue to be
obese into adulthood (Wright, Parker, Lament, & Craft (2001).
These studies provide evidence that childhood obesity has significant implications into
adulthood and quality of life. As a result, interventions in childhood obesity to decrease
the later risk are vital. One of the important areas related to pediatric obesity relates to
their environment and more specifically the role that parents may play in the etiology or
maintenance of this health risk.
Parental Influences
Lissau and Sorensen (1994) have examined parental care in child obesity. In their
study, 1284 parents or guardians of 9-10 year old students participated in the study. Also,
the teachers answered a questionnaire regarding perceived parental support and care. In
addition, the children were measured for height and weight to calculate BMI. The results
of the study showed that children with poor parental support and care are more likely to
become obese in their adolescent period and sustain their obesity. The study suggested
that without proper parental care and adequate parental support, the child is ‘neglected’
and thus may become obese later in adolescence. However, overprotective parents and
the family structure itself did not prove to be a significant factor in association with
obesity.
A study by Myers and Vargas (2000) looked at parental perception as possible causes
for child obesity. The study examined how parents perceive their obese children and
whether their beliefs influenced their child’s weight. They also wanted to examine if
parents do believe that excess weight is a cause for concern, what initiatives do they take
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to overcome the matter? The study was conducted with a purposive convenience sample
of 200 parents that were visitors of WIC (Women, Infants, and Children) of Arlington,
Virginia and Child Health Services. The sample was mostly Hispanic (95%) and African
Americans, Caucasians and Africans made up 1% each. The children were two to five
years old and were to be considered obese if they were above the 95th percentile for their
weight and height. The results showed that 45% of the parents thought that their child’s
weight was “fine”. Seven percent saw their children as “a little overweight” and 47% of
the parents indicated that they thought their child was overweight (Myers & Vargas,
2000). Moreover, 18.7% of the nurses and nutritionists perceived that a child was not
obese even though the child fit the criteria by NCHS. (It should be noted however that the
perception was based only on appearance and the child was completely dressed.) The
results also showed that 78% of the parents were aware that obesity could cause heart
problems. Few parents thought of other implications such as low energy and low self
esteem. To control their child’s weight, 48% of parents said that they tried to give fewer
snacks that were high in fat and sugar, 3.5% said they considered giving less soda or
sweetened juices, 5% considered more physical activity and 37% of the parents did
nothing. A majority of the parents said they had no problem controlling the food intake.
however 30% said that their children would have a tantrum if they did not get what they
wanted and 12% did not have control of what their child ate because their child was
under another person’s care a majority of the time. The authors conclude that their results
demonstrate that parents’ perceptions are important in considering the causes for child
obesity.
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Of note, these studies highlight that it is important to recognize that parents with obese
children may not think that their child is overweight or obese and that what parents think
will influence nutritional practices and the physical activities that their child participates
in. Further the role of culture or other beliefs about appearance and weight may be
important in parental perception.
Another study was conducted to look at how parents, specifically mothers, care for
their children (Jain, Chamberlin, Carter, Powers, &Whitaker, 2001). In this study the
authors suggest that the reason why the preschool child was overweight or obese was that
the mothers did not perceive their child as having a weight problem. The objective of that
study was to learn about mothers’ perceptions of their overweight or obese child. The
researchers hypothesized that the mother plays a significant role in weight in how they
feed their child and in how they take preventative measures so that their child can be
healthy and stay healthy. The study looked at how low-income mothers perceived their
child and how this may affect the way they take care of their child. In their study Jain et.
al., included 18 low-income mothers of preschool children, (24-60 months) who were at
risk for future obesity. Results of the study showed that the mothers did not see their
child as overweight unless the child was teased or had physical issues. Further, mothers
perceived that a child’s inactivity was due to teasing, rather than the inactivity causing
the child to be overweight. Moreover, they saw that their overeating child was a sign that
their child was a hearty eater. Additionally, mothers admitted that they couldn’t control
their child’s diet because it was difficult for some mothers to deny their child food if they
wanted more to eat.
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In another study of parents’ food intake by the United States Agricultural Department
(Variyam, 2001) further examined parental influence in child obesity and looked at the
correlation of parental nutrition knowledge and the prevalence of obesity in their
children. Variyam (2001) found an association indicating that a key factor was whether
the parents perceived themselves as obese. (Studies have documented that there is the
likelihood for obese parents to also have obese children.) In the 1994-1996 Continuing
Survey of Food Intake by Individuals (CSFII), 35 percent of children with overweight
parents were also obese and 20 percent of children with non-obese parents were obese
(Variyam, 2001). Therefore, if the parent was overweight, there was a greater likelihood
of the child being overweight. Variyam (2001) presented that part of the reason for the
greater probability is that parents’ eating habits influence childrens’ food preferences. If
healthy dietary habits are acquired in early childhood, there is a good chance that they
will be carried into adulthood. As a result, Variyam (2001) emphasized that in order to
prevent or treat obesity, there should be a focus on early promotion and involvement of
parents in establishing a healthy dietary plan with exercise.
Also in examining parental nutritional knowledge, Variyam found that knowledge of
proper nutrition by parents is also an important factor for children’s’ health. This study
found that fathers who used nutritional facts such as the ingredients, serving size and
amount of nutrients per serving, were found to have a lower prevalence of obese children.
In addition, it was vital that parents have a good attitude about being healthy and display
good nutritional habits by emphasizing the importance of eating the right kinds of food as
well as the right amount.
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Gable and Lutz (2000) also examined the family and the familial environment for
obesity factors. This study examined family demographics, parenting values, beliefs, and
practices, and physical activity and television viewing. 113 parents with children between
the ages of 3 and 10 participated in this study. The results show that each factor
presented, namely the parental or family contribution to healthy eating and non-physical
activity throughout television viewing, plays a role in child obesity.
Children do not become obese or overweight overnight. It is a gradual process that
leads them to detrimental health. As such, it is important to realize that with appropriate
parental education towards better health and development, modifications can be made to
decrease the risk for obesity in children as a result of contributing factors in the home
environment.
Statement of the Problem & Hypotheses
As noted above the literature has shown that the prevalence of obesity or overweight
in children has increased tremendously over the past decades. Studies have found
significant correlations with child obesity or children being overweight with such factors
as lack of physical activity, lack of parental nutritional knowledge, and socioeconomic
status. In addition, it is important to realize the imminent negative effects of pediatric
obesity, such as health and psychological issues. Furthermore, by understanding the
attributes and consequences of child obesity, interventions can be implemented to help
overweight and obese children as well as those at risk.
The purpose of this study is to attempt to further investigate potential parental
influences of childhood obesity. This will be done by examining potential relationships
between parental obesity as a risk for child obesity. This study will also examine the
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parent-child relationship factors such as parental involvement and parental perception of
the child’s weight status. More specifically it is hypothesized that:
1. Parents who report that they do not monitor their children’s eating habits will be
positively associated with Body Mass Index (BMI) change scores during the
intervention.
2. Parents who describe their own weight as being overweight, will be less likely to
monitor their child’s diet (i.e. there will be a positive correlation between parents
who describe their weight as being overweight and child diet monitoring.)
3. Parents who think their child’s weight is a health problem will be more likely to
be motivated: and ready to change their child’s diet (i.e. there will be a positive
correlation between parents who think their child’s weight as being a health
problem and parents’ motivation and readiness to change their child’s diet).

CHAPTER TWO
Methods
Participants
Archival data was obtained from parents who have enrolled their children in the Loma
University Pediatrics Department Growing Fit Program, which serves overweight and
obese children and their parents. Parents consented to treatment at the start of the
program and only those parents who have agreed that the information may also be used
for research purposes were included. The Growing Fit program provides opportunities for
children to learn about exercising and participate in physical activity in a safe and
supportive environment. Children (ages 6-16 years old) who are eligible for the program
must be ambulatory and have a BMI greater than or equal to the 85th percentile for their
gender and age.
The program also involved a support counseling group for children and parents to
become more educated about health issues as well as address psychological issues, such
as low self-esteem and depression. Children in the Growing Fit program did not have a
current psychosis, were not actively suicidal or homicidal, and did not have moderate to
severe mental retardation. In addition to the support groups, parents and children were
also given educational lessons on nutrition. Children were provided a medical exam by a
pediatrician in their initial intake, a medical follow-up half way through the program and
an exit exam at the end of their program. Information from willing parents/caregivers of
Growing Fit children who have voluntarily completed past clinic surveys as a part of the
routine care were utilized in the study.
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Measures
Archival data obtained from the Growing Fit Program was analyzed to address the
study hypotheses. The archival data obtained included Body Mass Index (BMI) from
pediatricians examination, the Caregiver Information Form, the Bi-weekly Parent
Feedback Form, and items from the Growing Fit Readiness for Change Form, a
questionnaire prepared by the Growing Fit Program (Based on the URIC A self report
measure).
Body Mass Index
The BMI for each child in the Growing Fit Program was obtained by the program
physician at the start and end of their program and was utilized in the study to address
parental involvement and how it was correlated to the child’s weight. Medical
evaluations are conducted at the start and end of the program by the Growing Fit
pediatrician and include a BMI measurement.
The BMI is defined by the Department of Health and Human Services, Center of
Disease Control and Prevention (2006), as the weight in kilograms divided by the height
in meters squared (metric system) or weight in pounds divided by height in inches
squared multiplied by 703 (English measurements). According to the CDC, the BMI
calculated for children and teens are age and sex specific due to the body fat changes with
age and with boys and girls. The BMI for children and teens are categorized as such:
underweight (<5th percentile), healthy weight (5th percentile to <85th percentile), at risk of
overweight (85th percentile to <95th percentile), overweight (> 95th percentile).
Parent Information Form
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The Parent Information Form was a standard form created and given by Growing Fit
that addressed the demographics of the child and parent. It also asked what the parents’
perception of their child(ren)’s and their own weight was. The Parent Information Form
addressed what the parent has been doing to help their child(ren)’s weight in relation to
monitoring their child(ren)’s diet and physical activity. In addition Item 26 from the
Parent Information Form was to be used to obtain parents’ perception of their own weight
and how it may influence their child’s weight. Item 8 of the form asked if parents thought
that their child’s weight was a health problem.
Bi-Weekly Parent Feedback Form
The Growing Fit Bi-weekly Parent Feedback Form (See appendix A) was also created
by the Growing Fit Program and was given to the parent group every two weeks
throughout the twelve week program. It was designed to assess parent involvement in
their child(ren)’s success in the program. It assessed how much they monitored their
child(ren)’s dietary intake and physical activity. Moreover, this form was designed to
shape parents to be more cognizant of what their child(ren) is eating, how much they
exercise, and how they can influence these behaviors by being models for their
child(ren).
Parental Readiness for Change
The Growing Fit Readiness for Change Form (See Appendix B) that was based on the
University of Rhode Island Change Assessment measure (URICA) addressed further
parental involvement through parent perceptions and beliefs and parents’ personal
behaviors that influence their child(ren)’s diet and exercise regimen. The URICA from
which this form has been derived is a self-report measure that assesses the clinical
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process and motivation and readiness to change. The Parental Readiness for Change
measure consists of 64 items that are measured on a five point Likert scale. It looks at
various health and addictive behaviors and specifically looks at the Stages of Change,
which are Precontemplation, Contemplation, Action, and Maintenance. It looks at the
Parental Readiness for Change as well as the Parents’ perception of their child’s
readiness for change. The parent measure (from which this was derived) had internal
consistency in its reliability and also had predictive validity. The norms for this
questionnaire are available for an outpatient alcoholism treatment population for adults.
Procedure
Staff of the LLU Growing Fit Program give all the forms utilized in this study to
parents who have participated in the Growing Fit Program as part of their routine care.
Item responses from the Caregiver Sheet, the Bi-weekly Parent Feedback Form, and
Parental Readiness for Change measure (URICA-based form) are entered into the
Growing Fit Program database. This archival data was coded for this study without
personal identifiers to address study hypotheses and ensure participant anonymity.

CHAPTER THREE
Results
Statistical Analyses
This is an archival study and as such, all identifying information was removed to
preserve the anonymity of the participants. Scores were then entered into SPSS to
calculate bivariate correlations that was then analyzed to address the study’s hypotheses.
Screening of the Data
This study required multiple data points in order to calculate certain study variables.
As such if participants’ data did not include all the data points their data could not be
included in those analyses. For example, body mass indexes were measures at the
commencement and end of the program however, if the child did not return for their
second measurement, a change in BMI score could not be obtained. As such, these
participants were removed for Hypothesis 1. In addition, if parents did not participate in
biweekly parent groups or filled out a Biweekly Parent Feedback Form, these were also
removed from Hypothesis 1.
Upon further review of the archival database, it was noted that the Parent Information
form had been substituted for an alternate form known as the Caregiver Information
Sheet. Importantly to this study was that the Caregiver Information Sheet did not address
parents’ perceptions of their own weight and as a result Hypothesis 2 could not be
analyzed.
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For the variable that required the parents’ response to whether their child’s weight was
a health problem, cases where there were missing responses, or where a response was
“not sure,” were excluded from the sample for analysis of Hypothesis 3.
Outliers were addressed for all variables in the study. Outliers were present in one
measure; the change in BMI scores. These outliers did not create significant difference
in the results of the analyses (the correlation changed by 0.074). No other outliers in were
found in any of the other measures within the study sample. As such no outliers were
removed for analysis purposes.
Sample
The study sample consisted of 41 participants. Due to missing data 24 participants
were utilized for Hypothesis 1, and 35 participants’ data was available for Hypothesis 3.
The mean age for all children that were included in the study was 10.7, SD= 2.71 with 23
males and 18 females. The mean age for males was 10.9, SD= 2.78, whereas the mean
age for females was 10.5, SD= 2.68. The mean age for the parents of these children was
40.5, SD=8.78. The sample also consisted of four ethnic groups: Caucasian (7.3%),
Hispanic (82.9%), African American (7.43%), and Other (2.4%). The high majority of
representation is noted to be from the Hispanic ethnic group.
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Table 1.
Gender and Ethnic Demographic of Participants (N=41)

N

%

Male

23

56.1

Females

18

43.9

Caucasian

3

7.3%

Hispanic

34

82.9%

African American

3

7.3%

Other

1

2.4%

Body Mass Index
Body mass index scores were obtained at the intake and exit of the program by
medical staff. BMI change scores ranged from an increase of 1.10 BMI points and a
decrease of 2.40 BMI points with a mean score of 0.37 (SD = 0.85). Eight of the
participants had increased their BMI score, one BMI remained the same, and fifteen
participants had a decrease in their BMI score. This suggests that while most participants
had lost some weight during the program some also gained weight during the program.
Biweekly Parent Feedback
Biweekly Parent Feedbacks were administered in six sessions throughout the duration
of the program. Parents’ attendance and participation in the questionnaire varied
throughout the weeks. An average of scores over time was calculated to determine
average parental monitoring used to address general involvement of parents, and how it
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pertains to their child’s weight. The mean composite score for parental involvement was
5.29 (SD= 0.54), on a scale of 1 to 7, suggesting that parents report some involvement
with their child and how they can influence their child’s weight.
Parent Readiness for Change.
Parent readiness for change was measured using the Growing Fit Readiness for
Change Scale based on the URICA Readiness for Change Questionnaire. This scale
looked at the parents’ readiness for change and their perception on their child’s readiness
for change. Based on the parents’ own readiness for change the mean score was 77.6
(SD= 14.46). Parents’ perception on their child’s readiness for change was with a mean
score of 73.5 (SD= 14.11). These scores reflect parents’ readiness in the scales of
Precontemplation, Contemplation, Action, and Maintenance.
Testing of Hypotheses
Hypothesis 1 proposed that parents who did not monitor their children’s eating habits
would be positively associated with BMI change scores during the intervention. A
Pearson product-moment correlation coefficient was obtained to analyze and determine if
there was a correlation between parents who do not monitor their children’s eating habits
(as measured by an average involvement score in the Biweekly Parent Feedback Form),
and their child’s weight (as measured by a change score in the child’s BMI). Effect size
will also be calculated to determine level of significant difference. There were 24
participants whose data were eligible for this hypothesis. The results indicated that there
was no significant correlation between parent involvement and a change in the child’s
BMI (p= 0.57, r = -.121) thus not supporting this hypothesis.
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In Hypothesis 2, it was proposed that parents, who describe their own weight as being
overweight, would be less likely to monitor their child’s diet. Unfortunately, as noted
above the data form utilized at Growing Fit changed prior to the commencement of this
study and this variable was not being collected. As the data describing parents’
perception of their own weight was not available for the analysis this hypothesis could
not be conducted.
Hypothesis 3 predicted that parents who thought their child’s weight was a health
problem would be more likely to be motivated and ready to change their child’s eating
habits as measured by the Parent Readiness for Change questionnaire. Hypothesis 3 was
analyzed with a Spearman’s Rho correlation coefficient to determine if there is a
correlation between parents’ perception of their child’s weight as a health problem (from
the Parent Information Form item #8 “ Do you think your child’s weight is a health
problem,” using responses yes or no) and the parents’ motivation and readiness. The
analysis showed no correlation between parents’ perception of their child’s weight being
a health problem and their readiness for change (p= 0.67, r= -0.079) once again not
supporting the study hypothesis. However, there was a trend noted here and with this
large effect size perhaps with more participants this hypothesis deems further
consideration.
Exploratory Analysis
The data was further analyzed in the study so as to explore potential relationships that
provide information on parents and their influence on their child’s weight. A Pearson
correlation was conducted between parents’ readiness for change and the parents’
perception of their child’s readiness for change in participating in a weight loss program.
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The results showed that there was a significant correlation between the perceptions of
their readiness for change (p= 0.01, r= .801) and parents’ perceptions of the child’s
readiness for change.
Because attrition was a factor for the archival study, further analysis was conducted to
assess the participation of parents in the Growing Fit Program. Results showed a positive
correlation with parents’ average total involvement with their child’s weight loss as
measured by the Biweekly Parent Feedback Form and the total number of sessions that
were attended (r = 0.965; p=0.01). Therefore, the increase in general involvement may be
associated with their participation in the program.
Since Hypothesis 2 could not be conducted due to the lack of information, an
exploration of the correlation between parents who see their child’s health as a problem
and parental monitoring was analyzed. Results showed a negative correlation (r = -0.273)
suggesting that although parents saw their child’s health as being a problem, it did not
necessarily suggest that there would be more parental monitoring.
An analysis of parents’ lack of control of their child was also found to be significantly
negatively correlated with the parents’ perception of the child’s readiness for change (p=
0.05, r=-0.344), suggesting that the more likely they parents perceived their child to be
ready, the less control the parent had over their child.

CHAPTER FOUR
Discussion
Conclusions
The overwhelming increase in childhood obesity has become a growing health
concern for American society. Factors that have been suggested as to why children are
becoming more obese have included parenting, demographics, lack of physical activity,
nutrition, as well as biological factors. As the numbers for childhood obesity continue to
grow each year, it is important that this health issue is addressed to improve children’s
health and provide awareness and implement effective intervention for this harmful
epidemic. The intent of this study was to address factors that may be related to successful
intervention by examining parental influences on their child’s weight from their
involvement in their child’s health during enrollment in a weight loss program. Further,
parental perceptions of their child’s weight as a health problem and their readiness for
change was also examined.
This study utilized archival data from the Growing Fit Program. This program aims to
educate, support, and assist families with weight management for children. However, the
primary focus of the program is improvement in overall quality of physical and
psychological health. This study included archival data from 41 children and their
parents/guardians who participated in the 12 week program.
The study sample consisted of a fairly even distribution of male and female children.
The ethnic makeup of the sample was primarily Hispanic (82.9%) which is an accurate
representation of the population seen at the Growing Fit Program. Attendees for this
program have been referred by physicians serving HMO and MediCal patients
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throughout the San Bernardino and Riverside Counties whose population is also made up
of 38% of Hispanic patients just within the Inland Empire (Christensen, 2004). In
California itself, 47% of MediCal recipients are Latino, and those involved with Healthy
Families 61.2% are Latino and are from San Bernardino and Riverside counties where
there is a high Latino population (Latino Coalition for a Healthy California, 2005).
Although the study sample may be over representative of the Hispanic population, this is
representative for the location of the study and the participants in the program studied.
In Hypothesis 1, it was predicted that parents who did not monitor their children’s
eating habits would be positively associated with BMI change scores of the children
during the intervention in the Growing Fit Program. This was to be measured by general
involvement taken from the Biweekly Parent Feedback form and from the change in
children’s body mass index from commencement to end of the program. Results did not
yield a significant correlation between parental involvement and the change of body mass
index throughout the Growing Fit Program. There are several factors which may be
contributing to this finding. First, it is important to note the small sample size available
for this analysis. The two measurements required for this analysis yielded a smaller
number of participants than the original sample size due to missing information, whether
it was due to the child not returning for a second BMI measurement, or if parents did not
fill out a Biweekly Parent Feedback form. Secondly, it is important to note that the BMI
is a very static physical measurement, which is hard to change and moves in small
increments. Thus, it may not be the best physical measurement of change to address this
hypothesis. In addition, while it can only reflect the need for further examination it may
be indicated that while not significant it was a negative correlation which may indicate

25
that there was some movement in the right direction. Further, results showed that most
parents were generally involved and that most children had a decrease in BMI, which
may be indicative of some parental involvement and their influence on the child’s weight
loss. Moreover, it is important to note that there is a restriction of range for the variables
in this hypothesis for which one could acquire significant results. For example , since the
sample for this study had already met the criteria for having a BMI over the 85th
percentile for their age and gender. In fact most children who participate are classified as
> 100th percentile and as such they are already at the highest ends of the distribution of
this variable allowing for limited description of change. In addition, the monitoring
would also have been restricted as parents have made the decision to already assist their
child by having them enroll into the program.
As noted above upon review of the archival database, it was discovered that the
information required for Hypothesis 2 was not available. As such this hypothesis was not
addressed.
Hypothesis 3, predicted that parents who felt that their child’s weight was a health
problem would be positively correlated with the parents’ readiness for change.
Unfortunately, no significant correlation was found with the analysis. Although most
parents agreed that they felt that their child’s weight was a health problem and scales of
the parent readiness for change form indicated that parents were also generally ready for
change, there was no significant correlation. While this suggests a trend in the
hypothesized direction the lack of significance may be attributed to several limitations of
the study including; the limited sample size or the use the measures themselves. Perhaps
there may be more sensitive ways to measure readiness for change.
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Additional analyses were conducted to assess potential relationships of parental
influences with child obesity. In these analyses it was found that parent readiness for
change was correlated with their perception of their child’s readiness for change.
Although this was based on parents’ reports, it still may suggest that when parent and
child readiness for change is perceived to be commensurate, i.e. at the same stage, they
may be able to work together more effectively to lose weight, eat healthy, and take the
necessary steps to improve their health and overall well-being; including their
psychological well-being. This finding may be important for intervention programs to
understand how to more effectively attain participation and successful outcomes in
pediatric populations. Moreover, parent and child may be more likely to practice
preventative measures, implementing what they have learned in the weight management
program and maintaining it as well with the synergy of similar goals.
Secondly, it was found that general reported parental involvement as measured by the
Biweekly Parent Feedback Form was significantly correlated with the total number of
sessions that were attended in the program. Parents met on a biweekly basis, for a total of
six sessions. These findings suggest that the parental involvement in the child’s daily life
will likely reflect on more positive outcomes for their own and their child’s success in the
weight management program. As Variyam (2001) found, even parents (fathers) that had
some involvement in their child’s weight management such as in the use of nutritional
facts as being a way of influencing their child’s diet, were found to have a lower
prevalence of obese children. This finding is commensurate with the understanding in
the field of weight loss today that the more parental involvement the more successful the
child’s weight loss program. It was also found that although parents felt that their child’s
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health was a problem, this did not positively correlate with their monitoring as measured
by the composite score of the Biweekly Parent Feedback Form, and that they may still
not take the initiative to do something about it.
Finally in another exploratory analyses a significant negative correlation was obtained
with the child’s readiness for change and parental control. While this seems counter
intuitive Martin Seligman’s ideas of positive psychology suggests that it is the strength
and virtue of an individual that can treat them. It is taking what is best out of the
individual and nurturing those virtues as a method to overcome problems (Seligman &
Csikszentmihalyi, 2000). In this case, although parents seem to lack more control with an
increase in the child’s readiness for change, it can suggest that the child has the strength
or a more positive self-esteem so as to make the changes necessary to improve their
situation regarding weight while being in the Growing Fit Program.
Finally, it is important to note that this study was primarily focused on the Hispanic
population as that was what was represented and common for the Growing Fit Program.
In the study by Myers (2000), it was found that 43% of the parents (which in their study
sample consisted of 95% Hispanic), thought that their child’s weight was fine and 35.5%
did not believe that their child was obese, despite that their child was measured as being
above the 90th percentile for their height and weight indicating that they were obese by
medical measures (for inclusion to the study). However, 72% of the parents were aware
that an obese child could have heart problems when they were older. Despite this
knowledge, Myers argued that these parents did not accept the fact that their child was
obese and perhaps the parents needed individualized and culturally sensitive information
to help them understand obesity differently than how they know it. Since parents’ ideas
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of obesity may not be recognized as serious threat, they may not be able to implement
appropriate nutrition and exercise practices for their child. As recognized above, cultural
norms and perceptions of obesity may affect how parents manage their child’s health.
This is also a consideration for the outcomes of this study.
Limitations
One of the greatest limitations of this study was that of the sample size. Due to the
attrition of the participants or their non-attendance to certain aspects of the program this
significantly impacted several variables in this study. The small sample size may be an
attribute to the lack of significant correlations in the study.
Moreover, the sample was very significantly Hispanic and as such was not
representative of other ethnic groups. As a result, the Hispanic population, although the
common for the Growing Fit group population and general location, was not
representative of other ethnicities. It is not known then how the variables in this study
may have yielded different outcomes for other ethnic groups.
As this study was based on an archival data set it was also difficult to obtain any
further or more specific information other than what had been implemented in the
program. A noted significant issue for the study was that Hypothesis 2 was not conducted
as information was not available. It should also be noted that since the participants in the
study have already been qualified for having a BMI score in the 85th percentile or higher
for their age range and most children who participate are classified as >100th percentile
the truncation of BMI may have affected the ability to monitor ‘real change’.
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Further, the other measures utilized in this study were derived by the Growing Fit
Program and as such perhaps a need for more investigation into the sensitivity of these
measures and their reliability and validity may also impact this study.
Significant Contributions
This study aimed to provide more information on the influences parents can have on
their child’s well-being, specifically in terms of their weight and overall health. It was
hoped that the information from the Growing Fit population would permit the discovery
of relationships that might motivate and assist parents to be more aware and proactive in
their child’s growth and development in hopes that they prevent obesity and its
detrimental effects. Although there were no significant correlations obtained for the
hypotheses, there is still important information that can be gathered from this study. First
it is suspected that with a larger population trends noted in parental perception of child’s
weight and parental readiness for change may provide some important understandings of
parental involvement in child behavior change. In addition, parental involvement and
monitoring of the child was noted to be related to number of sessions attended
demonstrating the importance of program involvement. Therefore, the Growing Fit
Program may be seen as a benefit to parents in supporting or maintaining involvement in
their child’s eating and physical habits.
Considering that the results of the parents’ readiness for change and children’s
readiness for change was significantly correlated, the Growing Fit Program may see this
as an opportunity to further foster the relationship between parent and child so as to work
together to improve their health.
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Future Directions
The Growing Fit Program has assisted families through education, support, exercise,
and overall awareness and understanding of the importance of improving their health
physically and psychologically, all of which are important factors in the fight against
child obesity. Factors that have been attributed to child obesity can be addressed in the
program. Children are given an opportunity to exercise which they may not be usually
accustomed to if they have been mostly sedentary. Children also have the opportunity to
work through any possible emotional or behavioral issues that are present with their
obesity through biweekly self esteem sessions. Parents can also be educated through the
parent meetings about nutrition, making healthier choices for themselves and their child.
as well as the importance of support for their child and how to foster physical activity for
their child.
Further support and education is important for these families’ success in maintaining
the skills and lessons learned from the Growing Fit Program. Therefore, it would be
encouraged that families continue the program for another twelve weeks to fully benefit
and experience and adapt to the changes that are being introduced to them.
Parent meetings with their children can also encourage a healthy relationship to
overcome the difficulties in obesity and to provide consistency and accountability in what
changes will be made to improve physical and psychological health. Parents can also
receive their own opportunities to improve their health, as they too are sometimes
overweight or obese. Parents’ remain an important influence to children and it deserves
further research to get a better understanding of how they affect children and how their
influence can be one that encourages a healthy lifestyle for their child.
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Although results of this study found little evidence of parental influences of child
obesity, there are further questions and avenues to be explored. Other measures may be
considered to address the proposed issues of parental influences on child obesity. The
Growing Fit Program also uses other measures such as other medical/physical variables
(i.e. blood pressure), psychological assessment, and other informational questionnaires
that may be utilized to more comprehensively address the role of parents in their child’s
wellbeing. Other medical measures that are available may also be a way to assess the
child’s health, since it was noted earlier that the BMI is a static physical measurement
and changes occur in small increments.
Other directions to assess parental influences of child obesity would be to assess
specific demographic groups. For example, this study was more representative of the
Hispanic population. Perhaps future studies may move into the direction of looking at
other populations in order to look at the comparison across groups.
Child obesity remains an epidemic that is of great concern. Further studies need to
continue in order to address the factors that lead to, contribute to or prevent child obesity.
This includes looking at special needs for different ethnicities and addressing concerns or
environmental or cultural barriers that affect their health. Additional resources and
interventions should also continue to help provide support for those who may not have it.
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Appendix A
Growing Fit Program
Bi-Weekly Parent Feedback
1. My child is at home.
1
2
3
4
5
6
Strongly Disagree Disagree
Neutral Agree
Agree
Disagree
Somewhat
Somewhat

7

Strongly
Disagree

2. I exercise with my child.
1
2
3
4
5
6
Strongly Disagree Disagree
Agree
Neutral Agree
Disagree
Somewhat
Somewhat

7

Strongly
Disagree

3. We no longer have unhealthy snacks in our house (junk food; chips, candy,
chocolate bars, etc.).
1
2
3
4
Strongly Disagree Disagree
Neutral
Disagree
Somewhat

5
6
Agree
Agree
Somewhat

7

Strongly
Disagree

4. I am eating the same healthy foods that I want my child to eat.
1
2
3
4
Strongly Disagree Disagree
Neutral
Disagree
Somewhat

5
6
Agree
Agree
Somewhat

7

Strongly
Disagree

5. I eat junk food (chips, candy, etc.) around my child.
1
2
3
4
5
6
Strongly Disagree Disagree
Neutral Agree
Agree
Disagree
Somewhat
Somewhat

7

Strongly
Disagree

6. I talk to my child about the things we learned from Growing Fit when we go
home.
1
2
4
3
5
6
Strongly Disagree Disagree
Neutral Agree
Agree
Disagree
Somewhat
Somewhat

7

Strongly
Disagree

7. Everyone in the household eats healthy.
1
2
3
4
5
6
Strongly Disagree Disagree
Neutral Agree
Agree
Disagree
Somewhat
Somewhat
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7

Strongly
Disagree

APPENDIX B
Child’s Name:.
Today’s Date:_____/

Your name:.

Relationship to the child:

/

EACH STATEMENT BELOW DESCRIBES THOUGHTS AND FEELINGS A PARENT AND CHILD MIGHT
HAVE WHEN IN A WEIGHT LOSS PROGRAM FOR THEIR CHILD. PLEASE INDICATE THE EXTENT TO
WHICH YOU TEND TO AGREE OR DISAGREE WITH EACH STATEMENT. IN EACH CASE, MAKE YOUR
CHOICE INT TERMS OF HOW YOU FEEL RIGHT NOW. NOT WHAT YOU HAVE FELT IN THE PAST OR
WOULD LIKE TO FEEL.
THERE ARE FIVE POSSIBLE RESPONSES TO EACH OF THE ITEMS IN THE QUESTIONNAIRE:
l=Strong!y Disagree
2=Disagree
3=Undecided
4=Agree
5=Strongly Agree
CIRCLE THE NUMBER THAT BEST DESCRIBES HOW MUCH YOU AGREE OR DISAGREE WITH EACH
STATEMENT.
Strongly
Agree
Strongly
Disagree Undecided
Disagree
Agree

1. As far as Fm concerned, I do not 1
have control over my child
changing his/her diet and exercise
habits.

2

3

4

5

2. I think I might be ready to begin
examining what I can do to help
with my child’s health.

1

2

3

4

5

3. I am doing something (making
them eat better, exercise) about
my child’s weight that has been
of concern to me.

1

2

3

4

5

4. It might be worthwhile to work
on my understanding how I
affect my child’s behaviors.

1

2

3

4

5

5. My child has the problem;
therefore, it makes little sense
for me to be involved in Growing
Fit.

1

2

3

4

5

6. It worries me that my child
might slip back into an unhealthy
lifestyle I have worked hard to
help him/her change, so I am here
to seek help.

1

2

3

4

5
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Strongly
Disagree

Disagree

Undecided

Agree

Strongly
Agree

7. I have learned healthy recipes
that my child can enjoy.

1

2

3

4

5

8. I’ve been thinking that I might
want to change my lifestyle
to help with my child’s weight
problem.

1

2

3

4

5

9. I have been successful in
developing a healthy lifestyle
and reducing my child’s weight
problem, but I’m not sure I can
maintain the effort on my own.

1

2

3

4

5

10. At times changing my child’s
health behaviors is difficult,
but I’m working on it.

1

2

3

4

5

11. Trying to change my behavior
is pretty much a waste of time
because my child’s weight has
nothing to do with me.

1

2

3

4

5

12. I’m hoping this program will
help me to better understand
what I can do about my child’s
weight problem.

1

2

3

4

5

13.1 guess I have faults, but there’s
nothing I need to change about
me that will help my child lose
weight.

1

2

3

4

5

14. lam really working hard to
help my child change his/her
diet and exercise behaviors.

1

2

3

4

5

15.1 think I might be part of my
child’s weight problem and I
really think I should work on
understanding my part.

1

2

3

4

5
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Strongly
Disagree

16. I’m not keeping up with helping
my child make healthy choices,
and I’m here to prevent a relapse
in my child’s weight.

Disagree

Undecided

Agree

Strongly
Agree

1

2

3

4

5

17. Even though I’m not always
1
successful in changing my child’s
eating and exercise habits, I am
at least working on it.

2

3

4

5

18.1 thought once I had resolved
my child’s unhealthy habits we
would be free of problems, but
sometimes I feel like he/she is
not losing weight.

1

2

3

4

5

19.1 wish I had more ideas on
how to solve my child’s weight
problem.

1

2

3

4

5

20. I have started helping my child
1
to be more active, but I would
like to help on what he/she can
do safely in the home to be healthy.

2

3

4

5

21. Maybe this program will be able
to help me.

1

2

3

4

5

22.1 may need a boost right now
to help me maintain the changes
I have made to help with my
child’s weight problem.

1

2

3

4

5

23.1 may have something to do
with my child’s health habits,
but not a lot.

1

2

3

4

5

24. I hope that someone here will
have some good advice for me.

1

2

3

4

5

25. Anyone can talk about changing;
I am actually doing something
about it.

1

2

3

4

5
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Strongly
Disagree

26. I’m here because of my child’s
pediatrician, but I don’t think I
need to be here.

1

Disagree

Undecided

Agree

Strongly
Agree

2

3

4

5

1

2

3

4

5

28. It is frustrating, but I feel my
1
child might be having a recurrence
of weight problem that I thought
we resolved.

2

3

4

5

29.1 worry about my child like
most parents, but I don’t see
why I should focus on their
weight.

1

2

3

4

5

30.1 am actively working on my
child’s weight problem.

1

2

3

4

5

31.1 would rather cope with my
child’s weight, rather than try
to change it.

1

2

3

4

5

32. After all I have done to try and
change mine and my child’s
health habits, every now and
then it comes back as a problem.

1

2

3

4

5

33. As far as my child’s concerned,
1
he/she does not have any problems
related to weight that need changing.

2

3

4

5

34. My child does not think he/she
might slip back into an unhealthy
lifestyle that he/she has worked
hard to change, so he/she is here
to help.

2

3

4

5

2

3

4

5

27. I’m here to prevent a relapse of
health problems with my child.

1

1
35. My child worries that he/she
might slip into an unhealthy
lifestyle that he/she has worked
hard to change, so he/she is here to seek help.
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Strongly
Disagree

Disagree

Undecided

Agree

Strongly
Agree

36. My child is doing something
about his/her weight problems
that had been of concern to
him/her.

1

2

3

4

5

37. I think my child might be
ready for some selfimprovement.

1

2

3

4

5

38. Trying to change my child’s
behavior is pretty much as
waste of time because my
child doesn’t believe that
his/her weight has anything to
do with him/her.

1

2

3

4

5

39. My child has been successful
in working on his/her weight
problem, but he/she is not sure
he/she can keep up the effort
on his/her own.

1

2

3

4

5

40. My child is finally doing
something to reduce his/ her
weight.

1

2

3

4

5

41. My child thinks it might
be worthwhile to work on
his/her weight problem.

1

2

3

4

5

42.1 guess my child has faults,
but there’s nothing that my
child think really needs to
change.

1

2

3

4

5

43. At times, my child thinks
that dealing with his/her
weight problems is difficult,
but he/she is working on it.

1

2

3

4

5

44. My child is not keeping up
1
with what he/she already
changed so he/she is here to prevent
a relapse of the problem.

2

3

4

5
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Strongly
Disagree

Disagree

Undecided

Agree

Strongly
Agree

45. My child has been thinking
that he/she might want to
change his/her lifestyle.

1

2

3

4

5

46. My child may be a part of
his/her weight problem,
but he/she does not really
think he/she is.

1

2

3

4

5

47. My child thought that once
he/she resolved his/her weight
problem, he/she would be free
of it, but sometimes he/she
struggles with it.

1

2

3

4

5

48. My child is really working
hard to change his/her diet
and exercise behaviors.

1

2

3

4

5

49. My child is hoping this
1
program will help him/her
to better understand himself/herself.

2

3

4

5

50. My child may need a boost
right now to help him/her
maintain the changes he/she
already made.

1

2

3

4

5

51. Even though my child is not
always successful in changing
his/her eating and exercise habits,
he/she is at least working on it.

1

2

3

4

5

52. My child thinks he/she has a
weight problem and thinks
he/she should work on it.

1

2

3

4

5

53. My child would prefer to just
forget about his/her weight
problem.

1

2

3

4

5

54. My child has started working
on his/her weight problems,
but he/she would like help with it.

1

2

3

4

5
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Strongly
Disagree

Disagree

Undecided

Agree

Strongly
Agree

55. My child is here to prevent
1
himself/herself from having
a relapse of his/her weight problem.

2

3

4

5

56. My child wishes he/she had
ideas on how to solve his/her
problems.

1

2

3

4

5

57. My child has worries like mo
people, but he/she wonders
why spend time thinking about
his/her weight.

1

2

3

4

5

58. Anyone can talk about changing;
my child is actually doing
something about it.

1

2

3

4

5

59. My child thinks it is frustrating,
but he/she feels he/she might be
having a recurrence of the weight
problem he/she had resolved.

1

2

3

4

5

60. My child thinks maybe this
program will be able to help
him/her.

1

2

3

4

5

61. My child would rather find
ways to cope with his/her
weight than change it.

1

2

3

4

5

62. After all my child has done
to try and change his/her weight
problem, every now and then it
comes back to haunt him/her.

1

2

3

4

5

63. My child is actively working
on his/her weight problem.

1

2

3

4

5

64. My child hopes that someone
here will have some good
advice for him/her.

1

2

3

4

5
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